Introduction {#Sec1}
============

In early March, the novel coronavirus remained a distant threat to most Americans. Despite pockets of outbreak in Seattle, confirmed cases in California, and mounting cases throughout Europe, most people in the United States felt that the possibility of infection was remote. On March 2, the first community-acquired case of COVID-19 was confirmed in New York State. A resident of lower Westchester county, the identification of "Patient-one" was a historic and life-altering event for many. Quickly following the diagnosis, the first large-scale quarantine order in the USA in over a century was ordered and included anyone who may have been in contact with Patient-one or his family members. What resulted was the quarantine of portions of lower Westchester county and the Northwest Bronx. While not geographically adjacent, these areas in fact represented a tight-knit community connected through religious and educational institutions. Patient-one is a member of the Modern Orthodox Jewish community, and quarantine directives were ordered for anyone that attended services or life-cycle events at the individual's synagogue the previous weekend. In addition, all students, staff and faculty at the school attended by the individual's children, a large Modern Orthodox day school in the New York City serving communities in the Bronx, Westchester, Manhattan and lower Connecticut, were also quarantined. The result was the isolation of virtually an entire community ranging from toddlers to adults connected via their adherence to a particular religious tradition and affiliation with the institutions associated with it. In addition, it emerged that Jews, and specifically the Orthodox community in New York, was one of the first and most heavily impacted communities in the COVID-19 crisis due to its emphasis on the centrality of communal religious life.

It has become evident over the course of the COVID-19 crisis that surprisingly little is known about the psychological impacts of quarantine. Studies from previous epidemics have relied on retrospective recall post-quarantine (Brooks et al. [@CR5]; Hawryluck et al. [@CR10]; Mazumder et al. [@CR15]). Research from the SARS (Gardner and Moallef [@CR9]; Hawryluck et al. [@CR10]), Ebola (Drazen et al. [@CR8]) and MERS (Jeong et al. [@CR12]) epidemics have found elevated levels of distress, anxiety and depression both immediately following and months after quarantine had ended. The current study is among the first to approach the psychological impact of quarantine while individuals are actively under a quarantine directive. We sought to sample members of this first community to be quarantined in the USA to assess levels of distress and anxiety and to understand psychosocial factors specific to this community. We previously reported (Rosen et al. [@CR21]) that levels of both anxiety and distress were elevated in this sample, and we examined situational and behavioral factors predictive of anxiety. In addition to situational factors such as length of time in quarantine and family composition, we found that behavioral factors including excess time engaged with COVID-19-related media and poor sleep quality were directly related to increased distress.

The current paper seeks to explore factors that are unique to this sample and community. We propose that a variety of factors unique to the religious nature of the community and associated institutions have the potential to mitigate or exacerbate levels of observed distress and anxiety. Specifically, we explore the ways in which this community, as both the first one in the USA with known widespread transmission and one with a highly visible religious identity, experiences stigma in relation to COVID-19 and the extent to which that impacts distress/anxiety. Feeling stigmatized could be a result of a variety of factors. In the early days of the pandemic in New York City, simply receiving a diagnosis of COVID-19 was likely perceived as stigmatizing as the extent of infection was not yet apparent. Additionally, since at that time it appeared that the infection was spreading through this one particular religious community, it likely enhanced feelings of stigmatization on a community and/or individual level.

Additionally, we examine the ways in which the clarity of health information is related to distress/anxiety and how religious institutions play a role in conveying COVID-19-related information, which in turn may mitigate the psychological impacts of quarantine. We also explore ways in which community institutions functioned as a support system during the earliest weeks of the pandemic. Previous research has recognized the importance of religious institutions, and specifically the role of religious leaders, in promoting health and communicating health messages through credibility in their communal positions and knowledge of their constituents (Anshel and Smith [@CR2]; Taylor et al. [@CR27]). To our knowledge, however, this type of dissemination has not been directly compared to messages delivered through public health authorities and has certainly not been examined in the midst of a global pandemic.

By being the first quarantined community in New York, and among the very first in the USA, this community is one of historical significance. The scope of this quarantine was determined not by proximity but by community, and the ties which bind this community together may have protective effects as well as additional risks associated with it. The fact that this community is inherently connected through both religious beliefs and institutions provides a unique opportunity to explore how individual and communal aspects of religious life may impact the psychological response to large-scale crises.

Methods {#Sec2}
=======

Sample Recruitment {#Sec3}
------------------

Invitations to participate in an online, anonymous study were distributed to quarantined community members via daily e-mails sent from affiliated religious community organizations (i.e., schools and synagogues). Data were collected between March 15 and March 17, 2020, while participants were in varying stages of quarantine and before widespread shelter-in-place orders were issued for the rest of the state and country. The study was distributed to approximately 1250 individuals. The study received approval from the Institutional Review Board of Columbia University Medical Center.

Measures {#Sec4}
--------

### Demographics {#Sec5}

Basic demographic factors were assessed including, age, gender and family composition. \[For a complete list of demographic factors and other general predictors of anxiety and distress, see Rosen et al. ([@CR21]).\]

### Religious Commitment {#Sec6}

Participants were asked to rate the importance of religion to them using a simple question that asked "Generally speaking how important is religion to you?" Response options included "1---center of my entire life," "2---very important," "3---moderately important," "4---not important at all, though I am religious" and "5---I am not religious." Using a question of this nature has been shown to be an efficient and valid measure of religiosity-associated experiences (Kirkpatrick and Hood [@CR13]).

### Subjective Units of Distress Scale (SUDS) (Tanner [@CR26]) {#Sec7}

Distress was measured using the Subjective Units of Distress Scale. The SUDS is one of the most widely used clinical tools to measure overall distress in the current moment. Respondents are asked to rate their levels of anxiety on a scale of 0--100, with response options ranging from "0" = totally relaxed to "100" = highest distress/fear/anxiety/discomfort that you have ever felt. Ratings above 40 are generally considered elevated, and ratings above 60 are thought to reflect moderate to severe levels of distress.

### Beck Anxiety Inventory (BAI) (Beck et al. [@CR4]) {#Sec8}

Anxiety was measured using the Beck Anxiety Inventory, one of the most widely used measures of anxiety. The BAI asks about the extent of anxiety symptoms over the last 7 days and includes items which ask about the cognitive aspect of anxiety as well as the somatic aspects of anxiety. Cognitive items include feeling "scared," "fear of losing control" and feeling "terrified." Somatic items include feeling "dizzy or lightheaded," feeling "shaky/unsteady" and "difficulty breathing." Because items on the somatic factor extensively overlap with the symptoms of COVID-19, only items on the cognitive factor were used. In addition, because the constructs of overall distress and general anxiety are overlapping, the term distress/anxiety will be used throughout the paper.

### Stigma {#Sec9}

Participants were asked about the extent to which they felt or expected to feel stigmatized due to their exposure/potential exposure to COVID-19. Response options included "No," "Yes, I/my family have felt stigmatized," "Yes, members of our community have already felt stigmatized" and "I/We anticipate being stigmatized." Feeling stigmatized could be a result of a variety of factors. Subsequently, participants that answered "yes" were invited to elaborate on their experience in an open-ended follow-up question.

### Trust in Informational Sources {#Sec10}

Participants were asked about the extent to which they trusted or felt confidence in the COVID-19-related information received from the following sources: "local community organizations (e.g., school or synagogue)," "State Government," "Federal Government," "Local Department of Health (e.g., NYC or Westchester)," "Centers for Disease Control (CDC)," "World Health Organization," "News Media," "Social Media" and "Foreign Governments." Response options ranged from "1---I do not trust at all" to "4---I completely trust."

Participants were also asked specifically about the information they received directly pertaining to guidelines for quarantine and were asked, "How would you rate the clarity of the information you have received from government agencies regarding the parameters of self-quarantine?" Response options included "1---completely inadequate," "2---somewhat adequate but with significant gaps," "3---more or less adequate but I could use more information," "4---adequate" and "5---clear and informative."

### Open-Ended Questions {#Sec11}

Participants were given the opportunity to elaborate on their experiences further in two open-ended response questions. The first pertained to the response of community organizations and asked, "Are there any actions your community has taken to help cope with quarantine?" Participants were also asked to elaborate on their experience of stigma and were asked, "What kind of stigma have you experienced or are concerned about?"

Results {#Sec12}
=======

Sample Characteristics {#Sec13}
----------------------

A total of 303 individuals completed the survey. The mean age was 43 years (SD = 14.8) and ranged from 18 to 95 years. More than half (68.2%) of respondents were female, and 89.2% of respondents had a 4-year college degree or higher. \[For a complete list of demographics, see Rosen et al. ([@CR21]).\] Overall, participants endorsed a very high level of religious commitment with 25.7% reporting that "religion is the center of my life," 56.8% reported that religion was "very important," 12.2% reported that it was "moderately important," 1.0% reported that it was "not important," and 4.4% reported that they were "not religious."

Distress and Anxiety {#Sec14}
--------------------

As previously reported, distress and anxiety levels were significantly elevated as measured by the SUDS and the cognitive factor of the BAI. In addition, these constructs were highly correlated (*r* = .41, *p* \< .001), which was expected given the well-established overlap between general distress and anxiety. Below, we explore additional variables related to distress/anxiety in an effort to elucidate how concepts related specifically to the religious quality of this sample can help us understand the experience of this unique community.

### Religious Commitment {#Sec15}

Level of religious commitment was not significantly associated with either distress (*p* \> .05) as measured by the SUDS, or anxiety (*p* \> .05) as measured by the BAI cognitive factor. Given the extremely high level of religious commitment of the sample, this lack of association is likely a result of this limited variability. Implications for further exploring this relationship are discussed later.

### Stigma {#Sec16}

With regard to feeling stigmatized, 49.8% of the sample reported that they had not experienced any form of stigma as a result of quarantine or exposure to COVID-19, and 50.2% of the sample reported stigma-related concern. 18.6% of the sample reported that they anticipate being stigmatized, 22.2% reported that they or their family have already experienced stigma, 4.6% reported that they believe that their community has been stigmatized, and 4.9% reported that both their family and larger community have experienced stigma. The extent to which one experienced feeling stigmatized significantly predicted level of anxiety on the SUDS (*B* = 1.086, *p* \< .001) and the BAI cognitive factor (*B* = .295, *p* = .003) with a greater level of feeling stigmatized associated with greater levels of anxiety (Fig. [1](#Fig1){ref-type="fig"}).Fig. 1Association of distress as measured by the SUDS, and extent to which one has experienced stigma

Participants were invited to elaborate on their experience relating to stigma in an open-ended response question. 36.79% of responses were about general COVID-19-related stigma and 63.20% of responses related specifically to fears of or experiences of anti-Semitism. Comments related to general COVID-19-related stigma included "I felt stigmatized at work by a few colleagues who know that my children and their school were quarantined and didn't understand why I was allowed to come to work," "people in our apartment building are nervous about the connection to our children's school" and "It seems something people are being judged for currently."

Comments relating to anti-Semitism include, "Concern that the Jewish community will be held responsible for spreading COVID-19 in the New York City area," "People blaming the Jews, have been seeing it on social media" and "That Jews \[are the one's\] that brought this to the USA." Perhaps most disturbingly, there were several participants who reported that a woman from their community had been physically assaulted and accused of spreading COVID-19 as a member of the Jewish community. Some of these included "A friend was assaulted at the store last week for being Jewish," "Friend punched in stomach for being Jewish at a smoothie store in early days of outbreak" and "Woman in our community was punched hard in the stomach by a woman who inquired if there were any Jews in the store before choosing to walk in, and aggressively attacked our community member when she answered that she is a Jew."

### Trust in Information Sources {#Sec17}

Participants were asked to rate the quality of the information they received from local departments of health regarding instructions for quarantine (either New York State or New York City). 20.3% of participants responded "totally inadequate," 41.4% responded "somewhat adequate but with significant gaps," 17.4% responded "more or less adequate but would have liked more information," 15.7% responded "adequate," and only 5.2% responded "clear and informative." Notably, the extent to which participants felt well informed by the DOH was negatively associated with distress on the SUDS (*r* = − .29, *p* \< .001), whereby feeling less informed was associated with higher levels of distress (Fig. [2](#Fig2){ref-type="fig"}).Fig. 2Association of distress as measured by the SUDS, and clarity of health-related information

A follow-up question asked participants about the extent to which they trusted the information coming from the following sources: Their local organizations (e.g., schools and synagogues), State Government, Federal Government, DOH, WHO, CDC, News Media, and Social Media. As shown in Fig. [3](#Fig3){ref-type="fig"}, more participants responded that they "completely trusted" their local community organizations than any other information source, though they were likely to report that they "mostly trusted" state government, and the CDC as well. They were least likely to report trusting information coming from the Federal Government. In fact, as evidenced by open-ended responses, local community organizations were a primary source of COVID-related information in the earliest days of the pandemic.Fig. 3Level of trust in local community organizations and government agencies

### Community Supports {#Sec18}

80.6% of participants reported that their community has taken action or set up volunteer networks to help with quarantine. An open-ended follow-up question asked them to elaborate on the types of community activities that have been most common or helpful. Responses were generally organized around a variety of different support measures set up by the community which included the following: tangible support including delivering of food and running errands, social support which included providing classes and support groups, informational support and religious support.*Tangible support* 40.6% of responses referenced the community volunteer system for ensuring that those in quarantine had their basic needs met with a focus on grocery shopping, food delivery and other errands. Responses included "Extensive volunteer system for delivering food," "WhatsApp groups for food delivery and other errands," "Synagogue offers young members \[that are not quarantined\] to deliver food to older or susceptible individuals" and "People can sign up to request certain needs and others will sign up to fill those needs."*Social support* 25% of responses referenced the ways in which the community organizations have provided virtual means of social support. Notably, this also included a subset of responses that specifically referred to ensuring the well-being of elderly constituents. Responses included "support Zoom meetings, calling elderly to check in on them," "Synagogue and school Zoom meetings to help relieve stress and allow for social interactions. The community is trying to keep us connected and as busy as possible which has been a huge help!," "Synagogue volunteer outreach to seniors in the community" and "FaceTime classes to raise spirits."*Informational support* 18.75% of responses focused on the importance of their community organizations helping them stay informed during quarantine. Responses included "Our synagogue has been amazing at organizing information calls and hotlines" and "The school has been amazing at keeping us informed every step of the way."*Religious and other communal supports* 12.5% of responses referred to virtual opportunities to remain engaged in religious communal life and included "many zoom support, prayer and study groups," "remote participation in shul (synagogue) classes, prayers and events" and "my synagogue is doing an outstanding job with community engagement in the time of corona."

Discussion {#Sec19}
==========

The above results paint a picture of some of the more unique aspects of the first community quarantined in the USA due to COVID-19. This community was quarantined prior to when widespread stay-at-home orders were issued and were among the first, and still one of the only communities, to have their movements totally restricted. As a community bound together by their religious beliefs and quarantined due to their affiliations with Jewish community organizations at which they could have been exposed to COVID-19, we sought to explore the ways in which this identity impacted individuals' experiences. Specifically, we examined the ways in which religious institutions and their leaders responded to the community's needs by mobilizing support services ranging from the tangible (i.e., delivering food to those quarantined, providing information and updates about the crisis), to the spiritual (i.e., organizing virtual religious services), and how this impacted distress and anxiety.

Community Response {#Sec20}
------------------

We explored the extent to which health-related communications impacted distress/anxiety. The earliest days of the pandemic were filled with confusion and uncertainty. Before widespread community transmission of COVID-19 was recognized, shelter-in-place and quarantine measures were not yet the norm, and there were widespread inconsistencies, even between state and city agencies, about who should be quarantined and what the parameters for quarantine should be. The lack of coordination and inconsistencies in messaging from different authorities were both a source of distress and driver of anxiety. As we observed, only 20% of the current sample found the information they received from local agencies to be adequate, while more than half (60%) reported that they found the clarity of information either completely inadequate or with significant gaps. Participants who perceived the messages to be inadequate also reported higher levels of distress. It is on this front that local religious and community institutions appear to have filled the gap normally held by government bodies such as the CDC or the local Department of Health---and provided trusted information to their constituents including public health information. As shown in Fig. [3](#Fig3){ref-type="fig"}, more participants reported that they completely trusted information provided by their local community institutions than from any other information source. Open-ended responses support this observation with comments consistently referring to the clarity of communications from local religious leaders and their institutions.

Individual Factors {#Sec21}
------------------

On an individual level, religious and spiritual factors are recognized as salient social determinants of both physical (Oman [@CR17]; Ransome [@CR20]) and psychological health (Rosmarin and Koenig [@CR23]). In particular, it is known that during times of crisis, religious and spiritual factors can play a crucial role in one's ability to cope (Abu-Raiya and Pargament [@CR1]; Pirutinsky et al. [@CR19]; Rosmarin et al. [@CR24]) and that aspects of religious involvement have the potential to mitigate or exacerbate psychological distress (Pargament et al. [@CR18]; Ransome [@CR20]). Taking the current pandemic as an example, the catastrophic tolls of COVID-19 have led to a renewed interest in the field of chaplaincy, with the importance of attending to individuals' and their families' spiritual needs a particular focus at this time (Barber [@CR3]; Cadge [@CR6]).

The nature of this sample precluded our ability to quantitatively assess the role of individual religious factors in distress and anxiety. As the vast majority of the sample identified as highly religious, variability was too limited to assess whether religious commitment moderated distress levels, nor did we formally measure aspects of religious experience such as the impact of their religion on coping. However, participants reported that the ability to participate in religious life remotely via communal prayer groups, study groups and life-cycle events was an important part of managing their quarantine. Future studies should examine how well-established factors relating to religion, spirituality and health, prayer, attachment to God and intrinsic religious orientation are related to managing the ongoing psychological and social impact of the COVID-19 pandemic. Additionally, spiritually centered clinical interventions may be appropriate when applied on an individual level (Rosmarin [@CR22]) as people begin to grapple with the existential nature of the unfolding pandemic.

Stigma {#Sec22}
------

The sample was highly religious with 82.5% reporting that religion was either very important to them or the center of their life. It is therefore not surprising that religious identity was at the forefront when reporting on experiences of stigma. Over half of the sample (50.3%) reported either anticipating stigma or actually experiencing stigma due to the association of their religious community with the pandemic. Further, the extent to which they felt stigmatized on either an individual or community level was associated with their reported levels of anxiety and distress. Open-ended responses suggested that while many individuals were concerned with general COVID-19-related stigma, most were concerned with potential negative repercussions for the Jewish community at large. Specifically, there was concern about the perception that Jews, and specifically Orthodox Jews, were to blame for spreading COVID-19 in New York. This perception was valid, considering that it appears similar to the high levels of anti-Chinese sentiment that began to percolate around New York City and other parts of the USA in the early stages of the pandemic (He et al. [@CR11]). Indeed, a recent report (Schwartz [@CR25]) recorded an increase in worldwide anti-Semitism since the start of the pandemic consistent with historically anti-Semitic tropes related to Jews and other minorities as being "unclean" and spreading infection. In fact, recent empirical research suggests that this perception about minority groups often persists despite evidence suggesting a greater emphasis on cleanliness among many religious individuals (Litman et al. [@CR14]).

Conclusion {#Sec23}
==========

The COVID-19 pandemic has dramatically reshaped our lives. As a society, we will need to find ways to continue to adapt to what will be a prolonged crisis. The fact that the first large-scale community quarantine in the USA was of a tight-knit religious community has offered a glimpse into what a communal religious response might look like as we continue to endure lockdowns, social distancing and periodic quarantines. The current sample was unique in multiple ways. Community members all resided in the greater New York area and were affiliated with large religious institutions with significant infrastructure and resources. Religious leaders and community members enacted a quick and coordinated response to a public health crisis by organizing community outreach, mobilizing tangible services, conducting virtual religious services and relaying health-related information.

Religious institutions are often at the center of individuals' communal lives, and while formal religious services remain restricted or limited, organizations will need to demonstrate flexibility and resourcefulness in order to support their communities. Even when physically distancing, people within religious communities still turn to their communities and religious leaders for information and support.

In addition to the responsibility of religious leaders, it behooves public health officials to form public health partnerships with local religious institutions/leaders to promote wellness and prevent the spread of COVID-19. The instrumental role that religious leaders can play in public health efforts has been well documented (Taylor et al. [@CR27]), and public health partnerships between religious leaders and health care have been used in a variety of health promotions programs to varying degrees of success (Darnell et al. [@CR7]; Miller [@CR16]; Welch and Hughes [@CR28]). Religious organizations should be viewed as valuable community partners in disseminating and supporting public health messaging. This is perhaps most important in traditionally underserved communities and those with unequal access to health care. In addition, as misinformation regarding COVID-19 and myriad other health-related issues abound, religious leaders have an opportunity and responsibility to provide scientifically informed health education. Future research should examine the best ways to form partnerships between religious institutions and leaders and public health officials in order to create systems that can communicate clearly in fast-moving situations such as the COVID-19 pandemic. Religious institutions can play a vital role in supporting individuals' psychological needs by providing social support, and promoting feelings of unity within the context of each institution's religious and spiritual framework. This may be especially effective during the COVID-19 pandemic as the multitude of medical, social and economic issues created by this crisis call for a coordinated response from institutions ranging from government to health care to religious institutions. During this unprecedented time as we face a crisis that has the potential to undermine much of our societal infrastructure, religious institutions and their leaders will have an even greater role to play in managing the social and psychological as well as public health impacts of the COVID-19 pandemic.
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